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PURPOSE: Emergency Departments (ED) are a vital part of healthcare and they provide 
lifesaving services to patients that are acutely ill.  However, the latest data shows that 42% of ED 
visits are related to medical complaints that can be managed by a primary care provider (PCP). 
The purpose of this study was to assess the need for a fast track within a midwestern suburban 
Emergency Department (ED) that is based upon the Family Nurse Practitioner (FNP) fast track 
model.  
METHODS: This study was a descriptive study examining the usage of the ED for non-urgent 
medical complaints from January 1st 2017 to December 31st 2017 for two patient samples. The 1st 
sample was population level data on 9770 patients that were discharged from the ED with a non-
urgent diagnosis. The second sample was a retrospective chart review of 200 patients discharged 
from the ED with a non-urgent diagnosis. This sample examined ED utilization data of patient 
demographics, time of presentation to the ED, frequency of ED usage for 2017 and insurance 
status. Further data collected were ED time metrics and patient satisfaction data for 2017.   
RESULTS: The analysis found the ED had high rates of usage amongst pediatric patients, 
African Americans, women and patient’s with public health insurance. From the two patient 
samples the most common non-urgent discharge diagnosis was pharyngitis. Further data 
indicated the ED  scored below pre-determined patient satisfaction metrics and wait times are 
higher than national averages. 
CONCLUSION: Findings of this study revealed that a 31% of patients utilized this ED for non-
urgent medical complaints, all of which can be managed by a FNP. There is further room for 
improvement in the metrics of ED wait times and patient satisfaction. Based on the results of this 
study the implementation of a FNP fast track may positively impact ED wait times, 




overcrowding, decrease the amount of patients that leave without being seen and increase patient 
satisfaction.  




Evaluating the Feasibility of a Family Nurse Practitioner Fast Track as an Alternative to the  
Emergency Department 
Introduction 
The purpose of this descriptive study was to evaluate the feasibility of utilizing a Family 
Nurse Practitioner (FNP) fast track within a suburban Emergency Department (ED). This study 
reviewed and analyzed non-urgent discharge diagnosis of patients that utilized the ED in 2017 as 
well as further data from a random sampling of 200 patients in the metrics of race, age, gender, 
insurance status, non-urgent discharge diagnosis, time of presentation to the ED and frequency of 
ED usage in 2017. The overall aim of this study was to justify the need for an FNP fast track to 
improve the ED metrics of wait times, left without being seen (LWBS) rates, patient satisfaction, 
and patient recidivism.  
Background  
Emergency Departments are a vital part of healthcare and they provide lifesaving services 
to patients who are acutely ill.  However, the latest data shows that 42-47% of ED visits are 
related to medical complaints that can be managed by a primary care provider (PCP); (Truven 
Health Analytics, 2013; National Public Radio, Robert Wood Johnson Foundation, Harvard 
University, 2016). According to Blue Cross Blue Shield [BCBS] (2014) ED visits that can be 
categorized as non-urgent result in billions of dollars of waste in health care spending. An 
average ED visit in the US is $1300 compared to the $62 it costs for an immediate care visit 
(BCBS, 2016). Along with increased healthcare costs, patients utilizing EDs for non-urgent 
complaints leads to sub-optimal care and lower quality outcomes without the benefit of 
comprehensive continuous care that could be received in a primary care office (Khangura, 
Flodgren, Perera, Rowe, & Shepperd, 2014).  




Even so, high usage of ED services may be due to lack of primary care resources. 
According to the Robert Wood Johnson Foundation [RWJF] (2013), patient usage and demand 
for ED services is increasing due to lack of access to primary care and an increase in patients 
with chronic medical issues while the number of available ED’s is decreasing. Along with a 
decreasing number of ED’s, there are less primary care providers. The Association of American 
Medical Colleges (2016) estimates a current PCP shortage of 62,000 to 95,000 in the United 
States (US). A lack of access to primary care and shortage of PCP’s combined with an aging 
population and growing burden of chronic disease will only continue to place a strain on PCP’s 
and ED’s (RWJF, 2013). 
When examining the issues of access to care and utilization of healthcare services, the 
health belief model created in the 1950’s by Irwin Rosentstock Ph.D (1979), and other 
researchers for the Unites States Public Health Service, is applicable. The model is used to 
predict behaviors surrounding health and healthcare utilization. The health belief model can also 
be beneficial when examining why patients are more likely to utilize ED services for non-urgent 
reasons instead of a PCP.  
Multiple studies have found that the implementation of an ED fast track based upon the 
family nurse practitioner (FNP) model of care results in lower ED wait times, reduced 
overcrowding, increased quality of care and increased patient satisfaction (Chan, Cheung, 
Graham, & Ranier, 2015; Lutze et al., 2014; Tucker & Matthew, 2015). The FNP fast track 
model utilizes an Advanced Practice Registered Nurse (APRN), a Registered Nurse (RN) and a 
ED technician (tech) to treat non-urgent medical complaints and lower acuity patients in the ED 
(Haller, & Hogue, 2011). The FNP fast track would then allow for ED providers to care for more 




acutely ill patients, could discourage recidivism to the ED and increase overall patient 
satisfaction. 
Purpose 
The purpose of this study was to evaluate the need for a fast track within the ED that is 
built upon the FNP model. The specific aims were to 1) analyze ED patient utilization data 2) 
analyze a subgroup of ED patients for recidivism and 3) analyze ED metrics and patient 
satisfaction data. The ultimate goal is to implement a FNP fast track to reduce ED overcrowding, 
decrease ED wait times, reduce the number of patients that leave without being seen (LWBS) 
and increase patient satisfaction.  
Methods 
 This study was a descriptive study examining the usage of the ED for non-urgent medical 
complaints in 2017. A further retrospective chart review of de-identified ED utilization data was 
obtained relating to a subgroup of 200 randomly selected patients that utilized the ED for non-
urgent complaints in 2017. Patient satisfaction data from 2017 were also examined. 
Setting 
 The study took place in a midwestern suburban ED. The ED is a part of the largest 
healthcare system in the region. The healthcare system is comprised of five hospitals along with 
primary care offices and urgent care centers that serve the residents of both Kentucky and 
Southern Indiana. The ED serves both an adult and pediatric patient population. 
Sample 
For the purpose of this study two different patient population samples were obtained. The 
patient population of interest in both samples were patients that were discharged from the ED 




between January 1, 2017 through December 31, 2017 with a “non-urgent” ICD 10 diagnosis 
code.  
The first sample obtained for the study consisted of de-identified ED utilization 
population level data from the electronic medical records (EMR) of patients seen in the ED from 
January 1, 2017 through December 31, 2017. Inclusion criteria were any patient between the age 
of 6 months to 100 years of age, regardless of gender or ethnicity, that utilized the ED for a non-
urgent medical diagnosis within the time frame of January 1, 2017 through December 31, 2017. 
Exclusion criteria for the first sample of patient’s were any patient without a discharge diagnosis 
code listed in appendix A, patients admitted to the hospital under observation or inpatient status, 
and patients less than 6 months or greater than 100 years of age.  
 For the second sample obtained for this study, ED utilization data from a randomized 
subgroup of 200 patients seen between January 1, 2017 and December 31, 2017 in the ED was 
obtained to examine the frequency of ED recidivism to determine a pattern of inappropriate ED 
usage. This set of data examined the patients age, gender, ethnicity, insurance status, frequency 
of ED usage from January 1, 2017 through December 31, 2017 and time of presentation to the 
ED. Inclusion criteria were any patient between the age of 0 to over 100 years of age, regardless 
of gender or ethnicity that utilized the ED for a non-urgent medical diagnosis within the time 
frame of January 1, 2017 through December 31, 2017. Exclusion criteria for the subgroup were 
patients without a discharge diagnosis code listed in appendix A, or those admitted to the 
hospital under observation or inpatient status.  
Data Collection 
For the purpose of this study “non-urgent” ICD codes were defined as any ICD 10 code 
that fell under the umbrella of one of the following diagnosis: pharyngitis, otitis, upper 




respiratory infection (URI), urinary tract infection (UTI), influenza, bronchitis, conjunctivitis, 
sinusitis, dysuria, and rhinitis. A full breakdown of every ICD 10 code that was obtained can be 
found in appendix A. 
 For both samples of patients, data was obtained from the ED EMR through collaboration 
with the healthcare systems data department. ED utilization data collected for the subgroup were, 
non-urgent diagnosis code, age, gender, ethnicity, insurance status, frequency of ED usage from 
January 1, 2017 through December 31, 2017 and time of presentation to the ED. During data 
collection both sets of data were kept on an electronic spread sheet. Approval was obtained from 
the University of Kentucky Internal Review Board (IRB) and the healthcare systems office of 
research and administration prior to the collection of data. 
Further descriptive data was collected as it relates to patient satisfaction data from 
January 1st 2017 through December 31st 2017. At this time the Centers for Medicare and 
Medicaid Services (CMS) have a proposed ED survey called the Emergency Department Patient 
Experiences with Care (EDPEC). The EDPEC survey is currently under development and there 
is no date as to when it will be made mandatory, however, the hospital in this study is trialing the 
proposed EDPEC survey with an additional ten hospital specific questions (CMS, 2018). The 
data reviewed from the EDPEC along with hospital tracked wait times included, LWBS rates, 
incremental wait times in minutes, average length of ED stay (LOS), and overall patient 
satisfaction. There is no current or proposed CMS Pediatric ED survey, so the hospital created 
their own version that is sent to patients after they are discharged from the ED, however, this 
data was not available for the study. 
 
 





Descriptive statistics, including frequency distributions, standard deviations (SD), and 
means were used to describe the demographic characteristics of the 200 patients along with time 
of presentation to the ED. Descriptive statistics, including frequency distributions, were used 
with the ICD diagnosis code data from the group of 9770 patients and the subgroup of 200 
patients. Descriptive statistics, frequency distributions and crosstabulations were completed to 
determine if there was any overlap in discharge diagnosis of the subgroup. All analysis was 
conducted in SPSS version 22. All charts were created with Microsoft Excel and Microsoft 
PowerPoint. Patient satisfaction data was collected per CMS guidelines via Press Ganey, a third 
party vendor.  
Results 
ED Utilization Data 
 The first sample of ED utilization data was collected on 9770 patients discharged from 
the ED between January 1, 2017 through December 31, 2017 with a “non-urgent” ICD 10 
discharge diagnosis code. This was out of a total of 31,780 patients discharged from the ED 
between January 1, 2017 through December 31, 2017. This means that 30.74% of ED visits for 
2017 can be classified as non-urgent. Amongst the ten previously identified non-urgent discharge 
diagnosis 2732 (27.9%) were pharyngitis, 2186 (22.4%) otitis, 1854 (19%) URI, 958 (9.8%) 
UTI, 951 (9.7%) influenza, 431 (4.4%) bronchitis, 283 (2.9%) conjunctivitis, 133 (1.4%) 
sinusitis, 128 (1.3%) dysuria and 114 (1.2%) rhinitis. This diagnosis data can be found in table 1. 
ED Patient Recidivism Data 
 The second sample of data obtained was ED utilization data from a randomized subgroup 
of 200 patients seen between January 1, 2017 and December 31, 2017 in the ED and discharged 




with a non-urgent diagnosis code. Further demographic characteristics collected were patient 
age, gender, ethnicity, insurance status, frequency of ED usage from January 1, 2017 through 
December 31, 2017 and time of presentation to the ED. Of this sample 152 (76%) patients were 
pediatric and 48 (24%) of the patients were adult. In terms of gender 114 (57%) were female and 
86 (43%) were male. The different races were 76 (38%) African Americans, 73 (36.5%) 
Caucasians, 25 (12.5%) Hispanics, 13 (6.5%) other race, 7 (2%) Asians and 2 (1%) American 
Indian or Alaskan Natives. Insurance statuses amongst the sample were 98 (49%) Passport, 42 
(21%) private, 36 (18%) Medicaid, 10 (5%) other insurance, 7 (3.5%) self-pay, 6 (3%) Medicare, 
1 (0.5%) out of state insurance.  
 Amongst the ten previously identified non-urgent discharge diagnosis 63 (31.5%) were 
pharyngitis, 46 (23%), URI 42 (21%) otitis, 22 (11%) influenza, 14 (7.0%) UTI, 4 (2%) 
bronchitis, 4 (2%) sinusitis, 2 (1%) rhinitis, 2 (1%) conjunctivitis, and 1 (0.5%) dysuria. All of 
the demographic and diagnosis data for the subgroup of patients can be found in table 2. It is of 
note a very small number of patients were discharged with a secondary diagnosis of either URI 
(2%) or otitis (7.5%). These secondary diagnoses were not considered the primary diagnosis and 
therefore do not indicate overlap in the original diagnosis data set.  
 For the ED frequency of usage within the subgroup, the minimum ED visit was 1 with a 
maximum number of visits of 8. The mean for the sample was 1.660 with a SD of 1.1796. For 
the frequency of usage outside of normal primary care business hours 118 (59%) patients used 
the ED outside of business hours while 82 (41%) patients used the ED within regular primary 
care business hours.  
 
 




ED Metrics and Patient Satisfaction 
 In the metrics of ED wait times in minutes from January 1, 2017 through December 31, 
2017 six different areas were examined. The average LOS for the entire ED visit in 2017 was 
279 minutes. The average door to provider time was 73 minutes, arrival to triage was 16 minutes, 
triage to seeing the provider was 57 minutes, provider to disposition was 159 minutes and 
disposition to discharge was 64 minutes.  
ED admission data from January 1, 2017 through December 31, 2017 indicated 11,016 
(25.7%) ED patients were admitted to the hospital and 31,780 (74.3%) were discharged from the 
ED. Further ED metrics denoted 0.78% (333) of patients left the ED against medical advice 
(AMA), 0.36% (154) eloped and 6.31% (2,700) LWBS. 
Twenty patient satisfaction survey questions were gathered via Press Ganey and 
responses were analyzed for 2017. These questions are scored and compared against a pre-
determined Press Ganey median and 90th percentile score. Each question has a different median 
goal and a different 90th percentile goal. Abbreviations for each question along with results can 
be found in table 7, and the ED survey that is sent to patients can be found in appendix B. 
In all surveyed areas the ED from this study is performing below the Press Ganey median 
for 2017. The top three scoring areas and the lowest scoring areas are listed below and are 
expressed as how many points the score is away from the Press Ganey 90th percentile goal. The 
top three scoring areas were; “When you left the emergency room, did you understand what your 
main health problem was” (-6.6), “Before you left the emergency room, did you understand what 
symptoms or health problems to look out for when you left the emergency room” (-6.7), “Before 
you left the emergency room, did a doctor or nurse tell you what the new medicines were for”    
(-10.2). The three lowest scoring areas were; “During this emergency room visit, did you get care 




within 30 minutes of getting to the emergency room” (-25.1), “When you first arrived at the 
emergency room, how long was it before someone talked to you about the reason you were 
there” (-22.5), “During this emergency room visit, did nurses spend enough time with you”        
(-19.1). 
Discussion 
ED Utilization and ED Patient Recidivism Data 
 When examining the population level data from the first sample of patients it was noted 
in total 31,780 patients were discharged from the ED in 2017. Of those patients, 9770 were 
discharged with a non-urgent diagnosis. This indicates the total percentage of ED visits classified 
as non-urgent for 2017 was 30.74% for 2017. This number is slightly lower than previously 
quoted figures, however, this still indicates that there is misuse of the ED for non-urgent 
complaints. 
When analyzing the various demographic features of the subgroup of patients, trends 
were noted amongst the ethnicity, age, gender and insurance status of the patients. In regards to 
the ethnic breakdown of the suburban area containing the study’s ED, US Census data for 2017 
indicates that the primary ethnic origin is Caucasian (86.9%) followed by Hispanic (7.2%), 
African American (6.5%), Asian (1.7%), and American Indian or Alaskan native (0.4%).  
However, the top three ethnicities that utilized the ED from the study were African Americans, 
followed by Caucasians, and Hispanics. 
It is of note that pediatric patients comprise the majority of the subgroup of patients. This 
is interesting since the person responsible for the child seeking care in the ED for a non-urgent 
medical problem is the child’s caregiver. Multiple studies have shown that caregivers of pediatric 
patients over utilize ED for non-urgent reasons (Kubicek, Liu, Beaudin, Supan, Weiss, Lu, 




Kipke, 2012; Phelps, Taylor, Kimmel, Nagel, Klein, Puczynski, 2000; Morrison, Schapira, 
Gorelick, Hoffmann, Brousseau, 2014). Throughout these studies various reasons were noted by 
caregivers as to why they utilize the ED over immediate care or primary care, such as office 
hours, convenience, time, perceived severity of illness, and perception of care (Kubicek et al., 
2012; Phelps et al., 2000; Morrison et al., 2014). However, two of the studies noted that over 
90% of the patient’s seen in the ED for non-urgent reasons had an existing primary care provider 
(Kubicek et al., 2012; Phelps et al., 2000). All three studies attributed low health literacy as the 
cause for inappropriate ED usage by pediatric caregivers (Kubicek et al., 2012; Phelps et al., 
2000; Morrison et al., 2014). The identification of a primary care provider was not collected in 
this study. 
Looking at the gender break down of the subgroup of patients, 57% were female. This 
matches literature and national statistics that women tend to utilize and spend more on healthcare 
than men (Bertakis, Azari, Helms, Callahan, Robbins, 2000; CDC, 2018). Further breakdown 
into the pediatric patient sample shows this rings true as well with 53% of the pediatric patient’s 
being female. However, the gender of the caregiver responsible for bringing the pediatric patient 
to the ED is unknown, which could also speak to the gender utilization of healthcare services by 
caregivers.  
The insurance status of the supgroup indicated the majority of patients utilizing the ED 
did have some form of insurance with only 7 (3.5%) self-pay and 10 (5.0%) denoted as other. 
This finding contradicts the long standing myth that only the uninsured utilize the ED for non-
urgent medical complaints (Agarwal, Bias, Vasile, Moore, Davis, Davidov, 2015). Many believe 
uninsured patients inappropriately use the ED because the Emergency Medical Treatment and 
Labor Act (EMTALA) making it illegal to deny any patient use of emergency services regardless 




of their insurance status or ability to pay (Agarwal et al., 2015; CMS, 2012). In contrast, 
Argarwal et al., (2015) conducted a study to examine insurance status amongst ED users and 
found that the majority of the patient’s in their study were uninsured. However, 30% of their 
patient sample were insured and quoted access and ability to care were reasons for their 
utilization of the ED. It is also of note a third of the insured sample of patients visited with a non-
urgent complaint (Agarwal et al., 2015).  
In this study, patients managed by the KY Medicaid program Passport or the federally 
managed Medicaid program were the highest utilizers of the ED for non-urgent complaints, 
ranking first and third respectively with insured patient’s ranking second. The most recent 
analytics by the Medicaid and CHIP payment and access commission, (MACPAC, 2014), shows 
that Medicaid patients utilize the ED more frequently than privately insured patients. Patient’s 
with Passport in KY do not have to pay for ED visits which could contribute to inappropriate 
utilization of ED visits. However in 2013, Passport created the “Lock-In” program to identify 
patients overusing the ED for non-urgent problems and bill them for those visits (Passport, 
2013). While the mean for ED usage frequency in this sample of patients for the year 2017 was 
1.660, the maximum number of visits was 8 which belonged to a Passport patient. Of the 29 
patients that used the ED three or more times in 2017, 21 (72.4%) of them were Passport 
patients, 4 (13.8%) were Medicaid, 3 (10.3%) were private insurance and 1 (3.5%) was self-pay.  
 Data collected from this study showed the majority (59%) of patients visited the ED 
outside of office hours indicating a lack of access to care may have contributed to the increase in 
ED visits for this sample. Lack of access to care and perceived convenience is a sentiment 
mirrored in numerous studies examining the inappropriate usage of the ED for non-urgent 




complaints (Kubicek et al., 2012; Phelps et al., 2000; Morrison et al., 2014; RWJF, 2013; 
Argarwal et al., 2015).   
ED Metrics and Patient Satisfaction 
 Currently, there are no national standards or guidelines that routinely or consistently track 
the ED metrics of patient satisfaction or “benchmarks” in ED wait times. The Joint Commission 
(2018) does have some standards around ED wait times, but these only pertain to ED patients 
admitted to the hospital. Currently, hospitals and healthcare systems are responsible for creating, 
collecting and analyzing their own patient satisfaction goals and ED benchmarks. Based on 
patient satisfaction and ED metric data collected from this ED in comparison to hospital and 
patient satisfaction goals, there is room for improvement in all areas. One journal article stated it 
best that current ED care “is covered by a patchwork of measures that neither align with national 
quality priorities, nor reflect the full scope of ED care” (Schuur, Hsia, Burstin, Schull, Pines, 
2013). 
 Based on the most recent data by the CDC (2015), on average 35.4% of patients waited 
15 minutes to see a provider and 32.1% waited 15-59 minutes to see a provider. The majority of 
patients at 33.4%, however, spent a total time of 120 minutes in the ED. At 269 minutes, the ED 
in this study has longer wait times than the national average. While a lack of national ED 
benchmark exists in the various ED metrics, Mark Reiter MD (2015) the president of the 
American Academy of Emergency Medicine published an article detailing various “target goals” 
EDs should strive for. Reiter (2015) stated door to doctor time should be less than 30 minutes, 
door to room time should be 25 minutes and LWBS rates should be less than 1%. None of these 
“target goals” are achieved by the ED in this study. It is also of note for 2017, 25.7% of patient’s 
utilizing this study’s ED were admitted to the hospital while the national average is 9.0% (CDC, 




2015). This difference from current literature indicates there is work to be done in the ED 
throughput of patients which a FNP fast track could address. The implementation of an FNP fast 
track can assist in triaging, treating and discharging non-urgent patients allowing for the ED 
physicians to treat patients with more complex issues. This could  help decrease wait times and 
overcrowding (Byrne et al., 2001; Chan et al., 2015). 
 Patient satisfaction goals are pre-determined by the hospital along with press ganey. For 
the year 2017, the ED is below the median goal in all areas surveyed. Numerous studies have 
sighted the factors of ED overcrowding, wait times, lack of communication, and provider 
interaction as indicators for high or low patient satisfaction scores (Shah, Patel, Rumoro, 
Hohmann, Fullam, 2015; Kane, Chui, Rimicci, Callagy, Hereford, Shen, Norris, Pickham, 2015; 
Saxon, London, Bacharouch, Smith, Santen, Perry, 2013). Family nurse practitioners have the 
capability to improve patient satisfaction scores as well as ED wait times. Studies have shown 
that FNPs have comparable to higher patient satisfaction than MDs (Byrne et al., 2001; Griffin, 
McDevitt, 2016; Hwang, Lipman, Kane, 2015).  
Implications for Practice 
 The overall goal of this study was to examine ED wait time metrics, patient satisfaction 
data and frequency of patient’s utilizing the ED for non-urgent reasons to justify the need for a 
FNP fast track in the ED. Based on the high usage of ED services via pediatrics patients, low 
patient satisfaction score data, and above average ED wait times there are many ways an FNP 
fast track could benefit this ED. An FNP is educated to care for adult and pediatric patients 
providing an added benefit to the range of patients for whom they are able to care for. 
 The ED provider group currently working in this studies ED are contracted by the 
healthcare system. This could prevent the adoption of an FNP fast track based on hiring of 




providers, or the ED provider groups willingness to partake in the implementation. However, a 
doctorally prepared nurse practitioner (DNP) could be essential in rallying stakeholders, assisting 
and collaborating in the creation and transition to a new model of care within the ED (Waxman, 
Maxworthy, 2010; Zaccagnini & White, 2014;  Stewart & Denisco 2015). Doctorally prepared 
nurse practitioners are educated to operate as change agents with an emphasis on systems 
thinking and to be leaders in both the clinical and non-clinical setting (Zaccagnini & White, 
2014;  Stewart & Denisco 2015). 
 When looking at the dimensions of access to care, the majority of the patient’s in the 
subgroup used the ED outside of normal operating primary hours. The healthcare system in this 
study has 14 immediate care centers, as well as 30 primary care offices with over 300 primary 
care providers. There are various primary care offices and immediate care centers that have 
extended hours to accommodate patients that cannot go to their PCP during regular hours 
indicating that this healthcare system is addressing issues surrounding access to care.  
Recommendations for Future Studies 
 In terms of the pediatric patient population, one must also consider the health literacy 
amongst care givers. While this study did not examine health literacy, future studies into this ED 
could examine the relationship between pediatric care givers health literacy and their usage of 
ED services. Literature shows FNPs are excellent at educating patients and family members and 
this could potentially reduce recidivism to the ED for non-urgent medical complaints (Byrne, 
Richardson, Brunsdon, Patel, 2001; Stewart, Denisco, 2015; Stanik-Hutt et al., 2013). Further 
demographic research of the patient’s utilizing the study’s ED needs to examine whether or not 
they have an existing primary care provider with whom they are established. In terms of patients 
with Passport insurance over utilizing the ED for non-urgent complaints, research needs to be 




conducted to examine the “lock in” program and whether or not it is truly enforced or even 
effective.  
 National level research needs to be conducted in regard to ED wait times, and patient 
satisfaction. While the CDC released data in 2015 stating that average US ED wait times were 
around 30 minutes for door to provider and 90 minutes for total LOS, this data needs to be 
updated and national ED metric goals need to be created and disseminated by accrediting bodies 
such as CMS and The Joint Commission. 
Limitations 
 There were multiple limitations related to this study. Only ten ICD 10 codes were used 
when determining a non-urgent discharge diagnoses. However, there are other discharge 
diagnosis that could be considered non-urgent which if analyzed for their frequency could yield 
even richer data surrounding the utilization of this study’s ED. As previously mentioned in the 
dimensions of patient satisfaction and ED benchmarks there is no national standard/guideline to 
base or track data. Pediatric satisfaction surveys prove to be a further challenge due to who 
receives and fills out the survey since the patient may have been taken to the ED by someone 
other than their primary caregiver, or legal guardian. Furthermore, the number of surveys 
returned may yield an unsatisfactory sample size with data that is not statistically significant, yet 
has the potential to negatively impact overall satisfaction scores. Another limitation was not 
knowing the patients health literacy status in the study.  
Conclusion 
Non-urgent ED visits utilize resources inappropriately, increase health care costs, and can 
negatively impact patient care. This descriptive study was designed to evaluate the need for 
creating a FNP fast track as an alternative to the ED to treat patients with non-urgent medical 




complaints. Findings of this study revealed that a large amount of patient’s utilize this ED for 
non-urgent medical complaints that are within the scope of an FNP to manage. Based on the 
results of this study the implementation of a FNP fast track may positively impact ED wait times, 














































ICD 10 Code included 
Pharyngitis J02.0 Streptococcal Pharyngitis 
J02.8 Acute pharyngitis due to other specified organisms 
J02.9 Acute pharyngitis, unspecified 
J06.0 Acute laryngopharyngitis 
Otitis J01.10 Abscess of external ear, unspecified ear 
J01.20 Abscess of right external ear 
J01.30 Abscess of left external ear 
J01.40 Cellulitis of right external ear 
J01.80 Cellulitis of left external ear 
J01.90 Diffuse otitis externa, right ear 
J02.0 Diffuse otitis externa, left ear 
J02.8 Diffuse otitis externa, bilateral 
J02.9 Hemorrhagic otitis externa, left ear 
J06.9 Swimmer’s ear, right ear 
J09 Swimmer’s ear, left ear 
J09.X1 Swimmer’s ear, bilateral 
J09.X2 Other infective otitis externa, right ear 
J09.X3 Other infective otitis externa, left ear 
J09.X9 Other infective otitis externa, bilateral 
J10 Unspecified acute noninfective otitis externa, right ear 
J10.83 Unspecified acute noninfective otitis externa, left ear 
J11Unspecified acute noninfective otitis externa, bilateral 
J11.83 Unspecified chronic otitis externa, bilateral 
J20.5 Other otitis externa, right ear 
J20.6 Unspecified otitis externa, unspecified ear 
J20.8 Unspecified otitis externa, right ear 
J20.9 Unspecified otitis externa, left ear 
J30.1 Unspecified otitis externa, bilateral 
J30.2 Acute serous otitis media, right ear 
J30.81 Acute serous otitis media, left ear 
J30.89 Acute serous otitis media, bilateral 
J30.9 Acute serous otitis media, recurrent, right ear 
J32.0 Acute serous otitis media, recurrent, left ear 
J39.8 Acute serous otitis media, recurrent, bilateral 
N39.0 Acute and subacute allergic otitis media (mucoid) (sanguinous) (serous), right 
ear 
P39.1 Acute and subacute allergic otitis media (mucoid) (sanguinous) (serous), 
bilateral 
R30.0 Other acute nonsuppurative otitis media, right ear 
H65.192 Other acute nonsuppurative otitis media, left ear 
H65.193 Other acute nonsuppurative otitis media, bilateral 




H65.194 Other acute nonsuppurative otitis media, recurrent, right ear 
H65.196 Other acute nonsuppurative otitis media, recurrent, bilateral 
H65.20 Chronic serous otitis media, unspecified ear 
H65.21Chronic serous otitis media, right ear 
H65.22 Chronic serous otitis media, left ear 
H65.23Chronic serous otitis media, left ear 
H65.31Chronic mucoid otitis media, right ear 
H65.32 Chronic mucoid otitis media, left ear 
H65.33 Chronic mucoid otitis media, bilateral 
H65.413 Chronic allergic otitis media, bilateral 
H65.491 Other chronic nonsuppurative otitis media, right ear 
H65.492 Other chronic nonsuppurative otitis media, left ear 
H65.493Other chronic nonsuppurative otitis media, bilateral 
H65.499  Other chronic nonsuppurative otitis media, unspecified ear 
H65.91 Unspecified nonsuppurative otitis media, right ear 
H65.92 Unspecified nonsuppurative otitis media, left ear 
H65.93 Unspecified nonsuppurative otitis media, bilateral 
H66.001 Acute suppurative otitis media without spontaneous rupture of ear drum, right 
ear 
H66.002 Acute suppurative otitis media without spontaneous rupture of ear drum, left 
ear 
H66.003 Acute suppurative otitis media without spontaneous rupture of ear drum, 
bilateral 
H66.004 Acute suppurative otitis media without spontaneous rupture of ear drum, 
recurrent, right ear 
H66.005 Acute suppurative otitis media without spontaneous rupture of ear drum, 
recurrent, left ear 
H66.006 Acute suppurative otitis media without spontaneous rupture of ear drum, 
recurrent, bilateral 
H66.009 Acute suppurative otitis media without spontaneous rupture of ear drum, 
unspecified ear 
H66.011 Acute suppurative otitis media with spontaneous rupture of ear drum, right 
ear 
H66.012 Acute suppurative otitis media with spontaneous rupture of ear drum, left ear 
H66.013 Acute suppurative otitis media with spontaneous rupture of ear drum, bilateral 
H66.015 Acute suppurative otitis media with spontaneous rupture of ear drum, 
recurrent, left ear 
H66.016 Acute suppurative otitis media with spontaneous rupture of ear drum, 
recurrent, bilateral 
H66.13 Chronic tubotympanic suppurative otitis media, bilateral 
H66.3X1 Other chronic suppurative otitis media, right ear 
H66.3X3 Other chronic suppurative otitis media, bilateral 
H66.3X9 Other chronic suppurative otitis media, unspecified ear 
H66.40 Suppurative otitis media, unspecified, unspecified ear 
H66.41Suppurative otitis media, unspecified, right ear 
H66.42 Suppurative otitis media, unspecified, left ear 




H66.43 Suppurative otitis media, unspecified, bilateral 
H66.90 Otitis media, unspecified, unspecified ear 
H66.91 Otitis media, unspecified, right ear 
H66.92 Otitis media, unspecified, left ear 
H66.93 Otitis media, unspecified, bilateral 




J06.9 Acute upper respiratory infection, unspecified 
J39.8 Other specified diseases of upper respiratory tract 
Urinary Tract 
Infection 
N39.0 Urinary tract infection, site not specified 
 
Influenza J09.X1 Influenza due to identified novel influenza A virus with pneumonia 
J09.X2 Influenza due to identified novel influenza A virus with other respiratory 
manifestations 
J10.00 Influenza due to other identified influenza virus with unspecified type of 
pneumonia 
J10.01Influenza due to other identified influenza virus with the same other identified 
influenza virus pneumonia 
J10.08 Influenza due to other identified influenza virus with other specified pneumonia 
J10.1Influenza due to other identified influenza virus with other respiratory 
manifestations 
J10.81 Influenza due to other identified influenza virus with encephalopathy 
J10.83Influenza due to other identified influenza virus with otitis media 
J10.89Influenza due to other identified influenza virus with other manifestations 
J11.00Influenza due to unidentified influenza virus with unspecified type of pneumonia 
J11.08 Influenza due to unidentified influenza virus with specified pneumonia 
J11.1Influenza due to unidentified influenza virus with other respiratory manifestations 
J11.2 Influenza due to unidentified influenza virus with gastrointestinal manifestations 
Bronchitis J20.5 Acute bronchitis due to respiratory syncytial virus 
J20.6 Acute bronchitis due to rhinovirus 
J20.8 Acute bronchitis due to other specified organisms 
J20.9 Acute bronchitis, unspecified 
Conjunctivitis P39.1 Neonatal conjunctivitis and dacryocystitis 
A38.0 Acute epidemic hemorrhagic conjunctivitis (enteroviral) 
B30.9 Viral conjunctivitis, unspecified 
B30 Other mucopurulent conjunctivitis, right eye 
B37.84 Other mucopurulent conjunctivitis, left eye 
H10 Other mucopurulent conjunctivitis, bilateral 
H60 Acute atopic conjunctivitis, unspecified eye 
H60.8X Acute atopic conjunctivitis, right eye 
H60.8X1 Acute atopic conjunctivitis, left eye 
H60.8X2 Acute atopic conjunctivitis, bilateral 
H60.8X3 Acute toxic conjunctivitis, right eye 
H62.4 Acute toxic conjunctivitis, left eye 
H65 Acute toxic conjunctivitis, bilateral 
H66 Unspecified acute conjunctivitis, right eye 




H66.3X1 Unspecified acute conjunctivitis, left eye 
H66.3X2 Unspecified acute conjunctivitis, bilateral 
H66.3X3 Unspecified chronic conjunctivitis, bilateral 
H66.3X9 Chronic follicular conjunctivitis, unspecified eye 
H67 Other chronic allergic conjunctivitis 
H69.90 Unspecified blepharoconjunctivitis, right eye 
J01 Other conjunctivitis 
J01.00 Unspecified conjunctivitis 
Sinusitis J32.0 Chronic maxillary sinusitis 
J01.00 Acute maxillary sinusitis, unspecified 
J01.01Acute maxillary sinusitis, unspecified 
J01.10 Acute frontal sinusitis, unspecified 
J01.11Acute recurrent frontal sinusitis 
J01.20 Acute ethmoidal sinusitis, unspecified 
J01.30 Acute sphenoidal sinusitis, unspecified 
J01.40 Acute pansinusitis, unspecified 
J01.41 Acute recurrent pansinusitis 
J01.80 Other acute sinusitis 
J01.90 Acute sinusitis, unspecified 
J01.91 Acute recurrent sinusitis, unspecified 
Dysuria R30.0 Dysuria 
Rhinitis J30.1 Allergic rhinitis due to pollen 
J30.2 Other seasonal allergic rhinitis 
J30.81 Allergic rhinitis due to animal (cat) (dog) hair and dander 
J30.89 Other allergic rhinitis 


























Appendix B. Copy of Press Ganey Adult EDPECS Patient Discharge Survey 
 
(CMS, Press Ganey, 2018) 
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Appendix C. Copy of Press Ganey Pediatric ED Survey 
 
(Press Ganey, 2018) 
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Table 1. Breakdown of number of patient’s discharged with a non-urgent ICD 10 code from the 
ED between January 1, 2017 and December 31, 2017 (N=9770) 
 
Diagnosis Code n (%) 
   Pharyngitis 
   Otitis 
   Upper Respiratory Infection 
   Urinary Tract Infection 
   Influenza 
   Bronchitis 
   Conjunctivitis 
   Sinusitis 
   Dysuria 















































Table 2. Demographic and clinical characteristics of the random sample of patients presenting to 
the ED between January 1, 2017 and December 31, 2017 (N = 200) 
 
Demographic and Clinical Characteristics n (%) 
Patient type 
   Pediatric 





  Female 





   African American 
   Caucasian 
   Hispanic 
   Other 
   Asian 
   Unknown 










   Passport 
   Private 
   Medicaid 
   Other 
   Self-Pay 
   Medicare 










   Pharyngitis 
   Upper Respiratory Infection 
   Otitis 
   Influenza 
   Urinary Tract Infection 
   Bronchitis 
   Sinusitis 
   Rhinitis 
   Conjunctivitis 

























Table 3. ED usage frequency of the random sample of patients presenting to the ED between 
January 1, 2017 and December 31, 2017 (N = 200) 
 
 n Minimum Maximum Mean Standard Deviation 
ED Frequency 200 1.0 8.0 1.660 1.1796 
 
Table 4. ED usage frequency during and after regular primary care office hours of 0800 -1700 of 
the random sample of patients presenting to the ED between January 1, 2017 and December 31, 





No 118 59.0% 
Yes 82 41.0% 
 

















16 57 73 159 64 279 
 
Table 6. Percentages of patients that left the ED against medical advice (AMA), eloped or 
LWBS between January 1, 2017 and December 31, 2017 (N = 42,796) 
 
AMA Eloped LWBS 

























Table 7. Press Ganey (PG) ED patient experience data between January 1, 2017 and December 
31, 2017 
 









score and PG 90th 
Percentile 
Left ER understand 
main health problem 85.0 85.30 -0.30 91.60 -6.6 
Symptoms to look 
for when you left ER 85.0 86.20 -1.2 91.70 -6.7 
Tell what new med 
was for when left ER 80.0 83.90 -3.6 90.20 -10.2 
Doctors treat with 
courtesy/respect 79.0 81.80 -2.8 89.30 -10.3 
Doctors/nurses ask 
about all meds 80.0 82.20 -2.2 90.50 -10.5 
Tell you what new 
medicine was for 77.0 81.70 -4.7 88.20 -11.2 
Ask if able to get 
follow up care 73.0 77.70 -4.7 84.50 -11.5 
Doctors listen 
carefully to you 72.0 76.00 -4 84.60 -12.6 
Nurses explain in 
way you understand 72.0 75.20 -3.2 83.50 -13.50 
Doctors explain in 
way you understand 70.0 75.50 -5.5 83.70 -13.70 
Doctors/nurses 
describe side effect 46.0 50.00 -4.0 60.70 -14.7 
Doctors/nurses info 
on test results 64.0 69.40 -5.4 78.70 -14.7 
Nurses treat with 
courtesy/respect 76.0 84.30 -8.3 91.0 -15.0 
Nurses listen 
carefully to you 70.0 77.10 -7.1 85.0 -15.0 
Doctors spend 
enough time with 
you 
57.0 64.40 -7.4 75.30 -18.3 
Nurses spend enough 
time with you 60.0 67.60 -7.6 79.10 -19.10 
How long before 
talked reason for 
visit 
59.0 69.40 -10.4 81.50 -22.50 
Care with 30 min of 
getting to ER 69.0 84.20 -15.2 94.10 -25.1 
 
